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Procedure for Physiological Therapies 


LouIs BOSHES, M.D., MAURICE SCHILLER, M.D., ELI LANE, M.D., and ILSE JUDAS, M.D. 
Chicago, Illinois 


To aid in the formulation and implementa- 
tion of a training program for a large num- 
ber of residents in neuropsychiatry as well 
as medical and pediatric residents and in- 
ternes attached to the Institute for Psycho- 
somatic and Psychiatric Research and Train- 
ing of the Michael Reese Hospital in Chi- 
cago, a routine outline of procedure had to 
be prepared. This is appended, corrected, 
deleted and changed as the situation war- 
rants. 

Cognizant of the fact that the three most 
common physiological therapies of electro- 
shock, insulin shock and subcoma insulin are 
used routinely, specific outlines were drawn 
up for each in an outline form and made 
available to the entire staff and to the ancil- 
lary personnel. Standardization of proce- 
dures was sought so that there would be 
ready understanding and proper assumption 
of the responsibilities present in these spe- 
cific measures. 

Staff psychiatrists acting as coordinators 
to work with all levels of personnel so that 
the anxieties in dealing with each other and 
with patients could be reduced. One or two 
psychiatrists were assigned to each of the 
five units of the neuropsychiatric depart- 
ment, Since in each unit the coordinator, 
therapists, residents, nurses and other an- 
cillary personnel work in a semi-autonomous 
way, it was necessary to create an overall 
planning board. Each admission is screened 


From the Institute for Psychosomatic and Psy- 
chiatric Research and Training of the Michael Reese 
Hospital. 


in terms of recommendation of therapy and 
further diagnostic work-up so that a fuller 
understanding of the patient’s problem can 
be obtained. The coordinator serves as ad- 
ministrative consultant whenever the plan- 
ning group is of the opinion that further 
clarification in diagnosis and type of ther- 
apy is needed. The coordinator also plays 
an active role in follow-up as well as in re- 
evaluation of therapy, serving thus as an ad- 
visor as well as a brake, especially in the 
physiological therapies, where the most con- 
troversy exists. If the attending psychia- 
trist and the coordinating psychiatrist are in 
disagreement as to the type of therapy to 
be used, the problem is referred to the Di- 
rector of the Department of Neuropsychia- 
try for final decision. Actually this proce- 
dure is a good morale factor, for the whole 
body of personnel can then work in unison 
for the benefit of the patient. 


Electroshock Therapy—General Principles 
and Policies 


I. Purpose: To produce a convulsion by means of a 
regulated electric current. 


II. Indications for Treatment: 

1. Manic depressive psychosis. 

2. Involutional depressions. 

3. Reactive depressions that will not respond to hos- 
pitalization and psychotherapy. 

4. Schizophrenic psychosis especially with catatonic 
or depressive features. 


III. Consent to Treatment: 
Written consent and release is obtained from the 


patient, and responsible relatives should be acqu- 
ainted with the danger of the procedure. If the 
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patient is unable to give consent, that of a respon- 
sible relative or guardian is obtained, with the at- 
tending psychiatrist indicating that the patient is 
not able to sign. 


If emergency treatment is required in cases of 


attempted suicide or severe agitation, the consent 
of the family after prior conference with the Unit 
Coordinator is obtained. 


IV. General Considerations: 


A. Preliminary Preparation of Patient: 


Es 
2. 
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Routine history and mental examination. 
Routine physical including examination of ner- 
vous system. 


. Routine laboratory procedures: 


Blood serology. 


. Blood sugar. 


B.U.N. 


. Urinalysis including microscop:c and chemical: 


sugar, albumen, acetone. 


. E.K.G. 


. Possible but not absolute contraindications of 


treatment are: 


. Cardio-vascular disease. 
. Pulmonary disease such as tuberculosis, lung ab- 


scess. 


. Neurological diseases such as intracranial neo- 


plasms, cerebral vascular accidents, encephalitis, 
head injuries, general paresis. 


. Thyrotoxicosis. 

. Peptic ulcer. 

. Acute infections. 

. Joint and bone diseases, including previous frac- 


tures. If th’s kind of disease is suspected X-ray 
studies should be done. 


. Consultation Requirements. 
. Where there is no apparent medical, surgical or 


laboratory contraindication, the medical resident 
vill note this on the chart. 


. Where some apparent or possible medical, surgi- 


cal or laboratory contraindication exists, the at- 
tending psychiatrist will state on the chart that 
in spite of the condition he considers EST safe. 
When in doubt, appropriate consultation should 
be procured. 


. No patient under 31 years of age is to be given 


EST without conference with the unit coordinat- 
ing psychiatrist. 


. In cases where the attending psychiatrist and the 


unit coordinating psychiatrist do not agree on 
the necessity of EST, an administrative consulta- 
tion w:.thout fee may be requested. 


. Procedure: 
. The patient is seen by the attending psychiatrist 


within 24 hours after acmission. Diagnosis and 
plan for use of electroshock treatment is en- 
tered in the chart as an ‘Admission Note.” 


. The patient is prepared for shock therapy either 


before admission or before treatment by the at- 
tending psychiatrist. 


C. 
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Patients who are argumentative and resistive to 
shock therapy are not given an initial treatment 
unless the attending physician is present. 


. Pre-medication or sedation for prevention of haz- 


ards is given only at the request of the attend- 
ing psychiatrist. Experimental procedures are 
subject to approval by the Director of the Insti- 
tute. 


. Variations of electroshock treatment with vari- 


ous machines are subject to previous approval by 
the Director of the Institute. 


. Steps in treatment: 


. Preparation of the patient: 
. Nothing by mouth for four hours prior to treat- 


ment. 
Put on surgeons gown, bathrobe and slippers. 


. Instruct to empty bladder. 
. Remove dentures and removable bridges. 


Remove hairpins, rings and other metal objects. 


. Preparation of the treatment unit: 

. Bring machine to bedside. 

. Plug electrode connecting wire into the machine. 
. Plug cord of the machine into the electric wall 


outlet. 


. Turn machine switch to “‘on”’ position. 
. Remove bed spread, blanket, and top sheet; fold 


and place on chair near the foot of the bed. 
Place both bed pillows on the chair. 


. Adjust rubber draw sheet to provide full protec- 


tion to the mattress. 


3. At the bedside: 
a. Have patient remove bathrobe and slippers and 


lie on his back with head at the foot of the bed. 


. Instruct him to sit up, then place a pillow under 


the small of back. 


. Apply electrode jelly liberally to both temporal 


areas. 


. Adjust head band and fasten it to hold the elec- 


trodes firmly against each temple. 


. Insert mouth gag between the molars, and when 


other assistants are in place, inform the physician 
that the patient is ready. 


. Four assistants and a nurse are required to give 


sufficient support to the body joints during the 
convulsion. 

The nurse applies traction to the neck with one 
hand at the nape of the neck and the other hand 
cupping the lower jaw, holding jaw closed and 
mouth gag in place. 

Two assistants, one on each side of the bed, place 
one hand on the shoulder joint and the other on 
the elbow to apply inward and downward pres- 
sure to the joints. 

Two assistants, one on each side of the bed place 
one hand on the hip joint and the other on the 
knee to apply pressure inward and downward to 
the hip and downward to the knee. 

Do not release holds until instructed by physician. 


. When convulsion has ceased, turn patient on side 


and free mouth of mucus. 
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h. Until the period of excitement and confusion is 
past, remain at the bedside and encourage the 
patient to rest. 

ji. The physicians will record the treatments in the 
Electroshock Record. 


G. Spacing the electroshock treatment is at the dis- 
cretion of the attending psychiatrist. 

H. Electroshock therapy may be employed as an 
adjunctive measure to insulin therapy. 

I. No electroshock therapy will be given unless the 
patient is kept on the unit as a regular admis- 
sion for at least 48 hours after the last shock 
treatment. 

J. The attending psychiatrist will institute appropri- 
ate psychotherapy before, during and after treat- 
ments. 

K. Electroshock treatment may be given on Sunday 
only with the approval of the Unit Coordinator 
when special indications are present. 


VI. Complications Follow:ng EST. 


. Apnea. 

. Fractures and dislocations. 
. Cardiac arrest. 

. Myocardial infarction. 

. Cerebro-vascular accidents. 
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VII. Treatment of Complications. 

A. The interne and the medical resident are part of 
the electroshock team to assay immediate medi- 
cal effects or any untoward complications. 

B. The interne and/or the medical resident will in- 
stitute immediate and appropriate emergency 
measures for complications arising as a result 
of electroshock therapy. 

C. In the event of a complication, proper medical, 
surgical or laboratory consultation should be ob- 
tained. The consultant will note on the chart 
whether it is safe to continue the course of elec- 
troshock treatment. 


VIII. After 20 convulsions, if the patient is not in a 
state of remission, psychiatric consultation along 
with medical consultation should be obtained to 
determine further course of therapy. 


Procedure for Insulin Shock Treatment 
I. Purpose. 

Insulin is used for the purpose of producing a tem- 
porary, reversible hypoglycemia, which by its ef- 
fects on the central nervous system results some- 
how in a therapeutic effect in many schizophrenics. 
Since there may be dangerous complications, the 
following standard procedure must be followed in 
order to prevent the complications and to cope with 
them properly if they should arise. 


II. Indications for Treatment: 
Schizophrenic psychosis especially paranoid and 


catatonic types. 


III. Written consent and release must be obtained 
from the patient and the responsible relatives should 
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be acquainted with the danger of the procedure. The 
responsible relative should also give his written con- 
sent and release. If the patient is unable to give 
consent, that of the responsible relative will suffice. 


IV. Preliminary Preparation of the Paticnt: 


A. Examination: 

. Routine history and mental examination. 

. Routine physical and neurological examination. 
. Routine laboratory proccdure. 


=" 


. Blood sugar. 

B.U.N. 

. Blood creatinine. 

. Urinanalysis including microscop:c and chemi- 
cal: sugar, albumin, acetone. 
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e. E.K.G. 

f. E.E.G. (check for latent irritative focus). 

g. Chest film. 

h. Blood potassium for research purposes. 

Lb. Contraindications: 

1. Active pulmonary tuberculosis. 

2. Acute or chronic kidney and liver disease. 

3. Diseases of the pancreas, thyroid or adrenal 
glands. 

4. Diabetes. 


. Any acute febrile disease. 

. Cardio-vascular disease such as essential hyper- 
tension, angina pectoris, coronary sclerosis or oc- 
clusion, vascular heart disease and myocarditis. 
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C. Consultation Requirements: 


1. Entry is made on chart by resident of absence of 
medical, surgical or laboratory contraindications. 


2. Where some apparent or possible medical, sur- 
gical or laboratory contraindication exists, the 
attending consultant will enter his opinion on the 
chart whether deep coma insulin therapy may be 
started. 


V. Procedure: 

A. General: 

. Treatment should start with not more than 15 
units of insulin intramuscularly because of the 
danger of allergic reactions due to hypersensitiv- 
ity. Treatment is given at 6:00 to 7:00 a.m., five 
mornings a weck. 

2. The dosage is increased daily by 10 to 20 units 
until the shock dose is reached, which usually 
requires 7 to 14 days. 

3. The first coma should last only five minutes and 
then each coma is increased until a maximum of 
one hour is reached. 

4. If coma appears before 2 hours or is too deep, 
the patient may have developed sensitivity to 
insulin, and the dosage should be sharply re- 
duced, preferably to one-half of the coma dose. 
The next dose can then be adjusted up or down 
by 5 to 10 units in order to produce a coma with 
the minimal amount of insulin. 

5. Nurses, preferably private duty nurses with spe- 
cial knowledge of insulin shock treatment, shall 
follow nursing procedure as listed below. 
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. Preparation of Treatment Unit: 
. The bed is made up with a full length rubber 


sheet and rubber pillow cases; two bath blankets 
are placed between sheets. 


. Regulate room ventilation, eliminate drafts. Sep- 


arate adjoining bed by screen. Reduce light and 
noise to create relaxing atmosphere. Check room 
for concealed food. 


. Preparation of the Patient: 
. Only water is permitted by mouth after midnight. 
. Take pre-treatment rectal temperature, 


pulse, 
respiration and blood pressure. 


. A Chart of Typical Symptoms: 


3. 
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Have patient perform morning toilet—Empty 
bladder and remove dentures and removable 


bridges. 


. See that food is not concealed on person. 
. Administer prescribed dosage of insulin and rec- 


ord time of injection. 


. Patient is not to smoke after administration of 


insulin. 


. Patient must remain in bed and be encouraged to 


rest. 


. Observe closely the time when physiological and 


behaviorial changes occur. 


Stage Consciousness 


Motor Symptoms 


4. Drowsiness Hypotonia 

2. Clouded consciousness Tremor 
Motor Restlesness 

3. Loss of consciousness Grimacing 

Sopor Myclonic twitching 

Clonic spasms 
Motor excitement 
Primitive movements 

4, Deepening stupor Coarse tremor 
Clonic spasms 
Tonic spasms 

5. Coma Glottal spasms 


Tonic extensor spasms 
(in deep coma) 


Other Symptoms 


Perspiration 

Hunger 

Perspiration 

Drop in temperature 
Slurred speech 


Increased pulse rate 
Exophthalmus 
Dilated pupils 
Perspiration 
Salivation, flushing 


Pupils small 
Conjugate deviation 
Salivation 
Perspiration 


Pin point pupils 
No light reaction 
No corneal reflex (or 





Depressed reflexes 


. Care During Treatment: 


Water to be given as tolerated. 


. Avoid chilling. 


Apply a restraint sheet or leather restraints if 


necessary. 
Apply extra blankets and external heat when in- 


dicated. 
Insert mouth gag between molars if convulsion 


occurs. 


. Turn on side to rid mouth of excess saliva. 


Record pulse at least every fifteen minutes. 
Record blood pressure, respirations and rectal 
temperature every half hour on Insulin Shock 
Therapy Record. 

Watch for convulsive seizures which may occur 
at any point in the treatment. 


10. Notify the head nurse at once if the pulse drops 


below 40 or exceeds 120; the blood pressure drops 
below 85, the quality of the pulse changes, con- 
vulsion occurs or severe respiratory disturbance 
is observed. 


very sluggish) 
Pallor 
Decreased pulse rate 


. Terminate the coma when: 


. The first coma in the course of treatment has 


been in duration for five minutes. 


. The second coma has been in duration for ten 


minutes. 


. Each succeeding coma has been lengthened five 


minutes until a maximum of one hour is achieved. 


. Methods used to terminate insulin reactions: 


. One gram of glucose to each unit of insulin dis- 


solved in warm tea or fruit juice given by mouth. 


. Warm 50% glucose 250 c.c. in tea given by nasal 


gavage by the physician. 

If the patient does not awaken twenty minutes 
after the glucose is given by nasal gavage, dex- 
trose 50% is given intravenously. 


H. Care following coma: 


. Assist patient with orientation through kindly 


guidance and reassurance. 


. Give additional glucose in warm tea or fruit juice. 
. Patient to remain in bed until all vertigo ceases. 
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4, Serve a full diet at noon unless contraindicated. 
Eating is encouraged. 

5. Participation in regulariy scheduled activities is 
encouraged. 

6. Watch for symptoms of secondary insulin reac- 
tion, i.e., weakness, perspiration, fine tremor, in- 
creased pulse rate. 

7. Provide candy or sweetened orange juice for sec- 
ondary insulin reaction. 


. After-care of equipment: 

1. Take the insulin cart to the dressing room, clean 
equipment and replace supplies and drugs. Re- 
turn cart to the usual place. 


J. Charting: 
1. In the ‘Medications and Treatment” column on 


the “Clinical Record’ sheet, record the time, 
number, dose, and time insulin was administered. 

2. In the ‘‘Notes on Treatments” column, record the 
pre-treatment, blood pressure, rectal temperature, 
pulse and respiration. 

8. In the “Notes on Treatments” column, record in 
block form the pulse at fifteen minute intervals, 
the blood pressure, rectal temperature and respi- 
ration at half hour intervals. 

4. Record physiological and behavioral changes and 
time of occurrence. 

5. Record length of the coma, method used to ter- 
minate same and amount of glucose given. 

6. Termination after the prescribed length of coma 
provided no complications have arisen, is done 
orally if the patient can drink or by nasal tube 
feeding (one gram of sugar, plus 10% in weak 
tea, fruit juices or water for each unit of insulin). 

7. If a patient does not respond to a tube feeding in 
20 minutes, he shall be given not more than 100 
c.c. of 50% glucose, intravenously, over a period 
of 30 minutes. If he does not respond at the end of 
this time, the patient will be considered to be in 
prolonged coma. 


VI. Treatment of Prolonged Coma: 

A. The medical resident is immediately informed of 
the condition. 

B. The patient is promptly catheterized and the 
bladder emptied. The catheter will be clamped 
off and left in place. 

C. An emergency blood sample will be drawn to be 
analyzed for serum sugar and serum potassium. 
The appropriate laboratories will analyze these 
samples on an emergency basis. 

D. Then start a slow intravenous drip of 500 to 
1000 c.c., 5% glucose in saline. After 200 c.c. 
has been given unclamp the catheter. If urine 
is now present, add 3 grams of potassium chlo- 
ride to the 5% glucose in saline solution. If no 
urine is present, do not add potassium chloride, 
instead the patient is to be treated for renal 
failure. 

E. If the above procedure has been carried through, 
and the patient has failed to respond, the medical 
resident will continue appropriate treatment as 
if this were a case of prolonged coma due to bar- 


biturate poisoning. 
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VII. Treatment of Other Complications: 

A. Danger signs during coma: 

1. A pulse rate which drops to 55 or rises above 140 
per minute and persists for 10 to 15 minutes. 

2. Cyanosis and pallor lasting 5 to 10 minutes. 

3. Systolic blood pressure below 85. 

4. Persistent stertorous respiration with the use of 
auxiliary muscles of respiration. 

5. Laryngeal spasm. 

. Convulsions. 

. Coma which appears before 2 hours or is too 
deep. 
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B. Treatment of complications: 

. Immediately terminate the treatment with up to 
100 c.c. of 50% glucose given intravenously in a 
period of 30 minutes. 

2. If complications do not respond to such treat- 
ment and the patient is still in coma institute the 
procedure for the treatment of prolonged coma. 

3. If the complication persists, but the patient is out 
of the coma, the medical resident will institute 
appropriate therapy. 

4. After such a complication has arisen, proper med- 
ical, surgical or laboratory consultation will be 
obtained. The consultant will note on the chart 
whether it is safe to continue the course of in- 
sulin shock treatment. 
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VIII. Length of Treatment: 

A. After 30 comas, if the patient is not in a state 
of remission, psychiatric consultation along with 
medical consultation should be obtained to de- 
termine the further course of therapy. 


Procedure for Subcoma Insulin Treatment 


I. Definition: 

Subcoma insulin treatment consist of the produc- 
tion of a hypoglycemic state with dosages of insulin 
sufficient to reduce quantitatively the activity of the 
cerebral cortex but not to suspend cortical activity 
or to release lower brain centers. 


II. Indications for Treatment: 

Anxiety is the symptom for which subcoma in- 
sulin treatment is indicated. It provides an effec- 
tive method of sedation, sometimes stimulates ap- 
petite and weight-gain and may make the anxious 
patient more amenable to psychotherapy. In psy- 
chosis this treatment should not replace insulin 
shock or electric shock treatment. There is no con- 
clusive evidence that it produces positive results if 
combined with electric shock treatment in psychosis. 


III. Consent for Treatment: 
Since deaths have occurred with as little as 8 
units of insulin, and since the reaction of a particu- 


‘lar patient to insulin is unpredictable, a written 


consent and release should be obtained from the pa- 
tient if he is able to do so, and the responsible rela- 
tives should be acquainted with the danger of the 
procedure. The responsible relative should also 
give his written consent and release. If the patient 
is unable to give the written consent, that of a re- 
sponsible relative will suffice. 
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1V. Preliminary Preparation of the Patient: 

A. Examination: In all the examinations special at- 
tention should be paid to the cardiovascular and 
central nervous systems because of the active re- 
flex mechanisms present during subcoma insulin 
treatment as contrasted to insulin shock treat- 
ment. 

. Routine history and mental examination. 

. Routine physical and neurological examination. 

. Routine laboratory procedure. 


. Blood sugar. 

B.U.N. 

. Blood creatinine. 

. Urinanalysis including microscopic and chemical: 
sugar, albumin, acetone. 

. E.K.G.—Note especially signs of damaged heart 
muscle, conduction and rhythm disturbances. 

f. Chest film. 
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. Contraindications: 

. Active pulmonary tuberculosis. 

. Acute or chronic kidney and liver disease. 

. Diseases of the pancreas, thyroid or adrenal 
glands. 

. Diabetes. 

. Any acute febrile disease. 

. Cardiovascular disease such as essential hyper- 

tension, angina pectoris, coronary sclerosis or oc- 

clusion, vascular heart disease and myocarditis. 
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C. Consultation requirements: 

1. The medical resident will note on chart that there 
is no apparent medical, surgical or laboratory 
contradiction. 

2. Where some apparent or possible medical, surgi- 
cal or laboratory contraindication exists, an at- 
tending consultant will enter his opinion on the 
chart whether sub-coma insulin therapy may be 
started. 


V. Procedure: 

A. Treatment should start with 10 to 15 units of 
regular insulin intramuscularly because of the 
danger of allergic reactions from hypersensitiv- 
ity. Similar doses should be used to stimulate 
appetite only, and this is usually given half hour 
prior to meals. Treatment is given at 6:00 to 
7:00 a.m. five mornings a week. 

B. The dosage is increased by 5-10 units until the 
desired hypoglycemic level is reached. Final dos- 
ages may vary from 20-160 units. 


C. The first signs of hypoglycemia usually occur 
half hour after administration, and this state 
may be maintained for two or three hours, de- 
pending upon the signs or symptoms of the pa- 
tient. 

D. The signs and symptoms of subcoma 
usually occur in the following sequence: 

1. Increased perspiration or salivation (sympathetic 
release predominantly). 

2. Patient may feel upset or jittery, may complain 
of thirst and hunger, then there may be fine 
tremors and gradually tremulousness, and inco- 
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ordination of purposive movements increase. 

3. After the first hour a phase of relaxation (para- 
sympathetic activity) takes over generally. Per- 
spiration is more profuse and watery; pupils nar- 
row slightly and patient takes short naps. 

4. When stimulated by the examiner during this 
period sympathetic activity comes to the fore; 
heart rate increases, pupils dilate and perspira- 
tion becomes more viscous. 

5. With further cortical sedation psychogenic symp- 
toms may increase with subsequent somnolence 
and clouding of consciousness. 


E. Patient must be terminated during stage ‘4’ or 
“5” of the above signs or symptoms with orange 
juice with 50% glucose (or one gram of glucose 
per unit of insulin) followed by a regular break- 
fast. 

F. Sensitivity to a particular dose may increase af- 
ter several weeks of treatment and the dose 
must then be decreased. 

G. Nurses should foliow these specific nursing proce- 
dures. 


1. Preparation of treatment unit: 

Place a full length rubber sheet over the mattress 
and rubber pillowcase on the pillow. 

Check the bed and the room for concealed food. 

Provide good room ventilation without drafts. 
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Reduce light and noises to create an atmosphere . 


conducive to relaxation. 


2. Preparation of the patient: 

Permit only water by mouth after 6:00 the evening 
preceding treatment. 

Take pre-treatment temperature, pulse and respira- 
tion. 

Have patient perform morning toilet. 

See that food is not concealed on person. 

Administer prescribed dose of insulin. 

Smoking is not permitted after the administration 
of insulin. 

The patient is to remain in bed and encouraged to 
rest. 

3. At the Bedside: 

Observe the physiological and psychological changes 
and the time they occur. 

Anticipate usual sequence of symptomatic changes: 

Drowsiness, increased pulse rate, thirst and hunger, 
perspiration, restlessness, fine tremor. 

Water may be given freely. 

Record pulse rate every fifteen minutes. 

Notify the head nurse when signs of insulin shock 
are observed: Dizziness, weakness, chilliness, 
rapid pulse, tremor, slurred speech, poor muscular 
coordination. 

Terminate the treatment at the prescribed time. 


Methods used to terminate the treatment: Serve 
high-caloric breakfast (usual method). Give 
sweetened orange juice by mouth. Intravenous 


Dextrose given by the intern (only in emergency). 


4. Nursing care following treatment: 
Patient should bathe, dress, and participate in the 
regularly prescribed activities. 
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He is observed for and told to be alert for signs of 
secondary insulin reaction, i.e., weakness, perspi- 
ration, change in pulse rate, fine tremor. 

Give candy or orange juice for a secondary insulin 
reaction. 

If the patient has outside privileges, he must carry 
candy and be instructed to eat it if insulin reac- 
tion occurs. 


5. Charting: 

Record the pre-treatment temperature, pulse and 
respiration on the “Temperature Pulse and Respi- 
ration Record.” 

Record on the “Clinical Record” in the ‘‘Medication 
and Treatment” column the time the insulin was 
given and the dosage; the number and the name 
of the treatment. 

Record in the ‘Notes on Treatments” column in 
block form the pulse at fifteen minute intervals. 

Record physiological and behavioral changes and 
the time they occur. 


VI. Complications: 

A. Coma. 

1. To be treated as under termination of coma on 
“standard procedures for insulin shock treat- 


ment.”’ 
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2. Patient’s attending man must be notified of the 
occurrence of coma; dose and length of treatment 
must be reduced. If this is not carried out, treat- 
ment is to be suspended until special duty insulin 
nurses are obtained or adequate floor coverage of 
the patient by a nurse is arranged for. 


B. Convulsions—tonic-clonic type. Patient should be 
terminated with 50% I.V. glucose or orally. Care- 
ful evaluation of dosage and state of patient is 
mandatory prior to continuation of treatment. 


C. Cardiac arrythmias or conduction disturbances. 
Patient should be terminated either orally or in- 
travenously. If the complication persists the 
medical resident will institute appropriate treat- 
ment. Re-evaluation of the cardiac status of the 
patient is mandatory prior to continuation of 
treatment. 

D. Secondary insulin reaction. This should be 
watched for in subcoma as in insulin shock treat- 
ment and appropriate glucose coverage supplied. 


VII. Length of Treatment. 

After 10 treatments with adequate insulin dosage 
to produce the desired hypoglycemic state, patient 
should be re-evaluated. 





Group Psychotherapy in Private Practice 


EARL PARSONS, M.D. 
Little Rock, Arkansas 


Group psychotherapy is a method of treat- 
ment in which patients are helped collec- 
tively, rather than individually, in overcom- 
ing emotional difficulties. Although the ul- 
timate result expected of treatment will be 
peculiar to the individual patient, there will 
exist among the patients the same objective 
—that is, the elimination or alleviation of 
painful and debilitating emotional stress. The 
cure or improvement is brought about by 
communications between the patients under 
the planned supervision of the therapist. 


Group therapy is a comparatively new 
form of treatment for the emotionally ill. It 
had its beginnings for the most part in in- 
stitutional psychiatry, and has since pro- 
gressed steadily in that sphere of psycho- 
therapeutics. However, psychiatrists in pri- 
vate practice have only slowly come to rec- 
ognize the adaptability of the same method 
of treatment in their own therapeutic pro- 
grams. Actually, it offers a partial solution 
to some of the problems involving both ther- 
apist and patient. For the therapist it over- 


comes, in some degree, the limitations placed 
on him by the element of time, which plays 
a major part in the schedule of every prac- 
ticing psychiatrist. Since each private ap- 
pointment will consume a minimum of forty 
minutes, the number of patients that can be 
seen efficiently in a day’s time is extremely 
limited. And because the treatment itself 
extends over a relatively long period of time, 
the therapist’s ability to accept new patients 
is curtailed—if all of them must be given in- 
dividual appointments. Thus, seeing patients 
in group sessions allows the therapist to see 
more patients and to see them oftener, 


From the standpoint of the patient, the 
cost differential between group treatment 
and individual treatment aids in overcoming 
the initial resistance to discuss personal 
problems in a group. The patient of limited 
means who would have found it impos- 
sible to enter private treatment at thirty 
dollars a session, can be offered psychiatric 
help at a price he can afford through group 
therapy. 
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Apart from these two practical considera- 
tions, group therapy assumes a valuable 
place in the final recovery of patients who 
have improved under private treatment. By 
affiliating themselves with a group in the 
familiar atmosphere of the therapist’s office 
these patients can use the group as a proving 
ground to test how well they can actually 
adjust in the field of human relationships, 
however circumscribed the group may be. 
The group becomes for them a springboard 
from the couch to society. This function of 
group therapy is particularly advantageous, 
because it tends to appreciably speed ulti- 
mate recovery. 


Technique of Group Therapy 


Patients are assigned to specific groups 
based upon the judgment of the therapist 
and available vacancies. Although I plan 
my sessions in accordance with the over-all 
needs of the group members, the technique 
I employ in conducting the meetings is not 
rigid. I may lecture at one session on a 
topic that is of interest to a majority of the 
members, with general discussion after- 
wards. At another meeting the patients may 
carry the burden of communication and I 
only listen. Sometimes the sessions will 
proceed as a symposium, with patients talk- 
ing freely among themselves and merely in- 
cluding me in their discussions. When sharp 
differences of opinion arise among the pa- 
tients, or when one patient tends to monopo- 
lize the meeting, I am sometimes called upon 
to act as arbitrator. Quite often a patient 
wrestling with a specific problem will ignore 
the opinions of his fellow group members 
and turning to me will demand an answer 
“straight from the horse’s mouth.” The trend 
of procedure may originate with the feelings 
of a given group at any given meeting. But 
whatever the trend, I endeavor to adapt my- 
self to the role which seems to offer the 
most in therapeutic value to the members of 
the group. 

I have found, as have other therapists, 
that it is helpful to suggest at the conclusion 
of a meeting that the patients are free to re- 
main to continue the discussions without 
me. This practice serves to advance relation- 
ship among the patients. It allows them, 
also, to compare notes in regard to their 
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own therapeutic experiences and to discuss 
their feelings toward me. 


Attitudes of Patients Toward Group 
Therapy 


The technique, frequency of meetings, 
composition of the group, and the subject 
matter discussed in the different groups vary 
widely. In order to secure the best possible 
working arrangements for my own psycho- 
therapy sessions, I sent out a detailed ques- 
tionnaire for my patients to complete. The 
questionnaire was divided into two parts. In 
the first part were included a series of ques- 
tions, the answers to which I consider perti- 
nent. In the second part, the patient was 
asked to give an honest evaluation of group 
therapy—its advantages and its disadvan- 
tages—from his own particular viewpoint. 
Since the answers were to be kept in strict 
anonymity, I urged complete frankness, Fol- 
lowing are the highlights of the survey: 


What size group do you consider ideal for you? 

The majority said six. 

What do you consider the ideal number of sessions 
per week? 

The majority said two. 


How long would you prefer the sessions to be? 


One hour... one and one-half hours ... two hours? 
The majority agreed on one and one-half hours. 
Would you prefer the group to be selected on the 

basis of age .. . severity of symptoms...sex... 

marital status ... type of problem .. . length of 
time patients have been maladjusted? 

The majority said type of problem. Severity of 
symptoms was listed next. 
ital status would make no difference. 
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All indicated that mar- © 


Would you, or do you, object to the opposite sex : 


in the same group? 


The majority did object. 
ously. 


Two objected strenu- : 


Would you prefer that I stop a patient from mon- | 


opolizing the floor? 
supposed to handle the situation.) 


The majority said yes. 


(The patients themselves are © 


On days when you do not wish to talk, would you © 


prefer that I “draw you out” or leave you alone? 
The majority preferred that I “draw them out.” 


What do you prefer me to do? Lecture. 
... lecture and listen ... answer questions? 


The majority preferred that I lecture and listen. 


. . listen 


Would you like to hear some other people discuss 


Psychiatrists . . . psychol- 
. social workers? 


psychologic problems ? 
ogists ... ministers. . 


The majority indicated that visiting psychiatrists 


and psychologists would be welcome. Some indi- 


cated a willingness to hear ministers. 
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(Several psychiatrists, psychologists, and minis- 
ters have visited and much discussion-provoking ma- 
terial was elicited.) 

What do you think of setting aside one evening 
of each week for members of all groups to meet 
without me? 

Only five answered, with comments either humor- 
ous or indifferent. 

(This was actually tried three different times and 
each time the patients gradually lost interest and 
the plan was discontinued. ) 

What do you think of holding one meeting a 
week, without me, in the homes of out-of-town pa- 
tients? 

The majority liked the suggestion. 

Would you be willing to have patients meet in 
your home? 

The majority said yes. 

Would you object to having psychotics in your 
group? 

The majority objected. 

(Since then, however, several have been accepted 
and the reaction has been generally favorable to 
both the psychotic and the non-psychotic. ) 


Do you think it is a good idea to encourage group 
patients to get together socially outside the office? 


The majority thought it a good idea. 
(However, there are so many situations fraught 


with dangerous possibilities that this has not been 
encouraged. ) 


One question was devoted to the topic of 
subjects for group discussion. (The list is 
too lengthy to enumerate here.) The patient 
was asked to evaluate these subjects—from 
his own personal standpoint—in accordance 
to their importance in group discussions. 
Feelings of inferiority and of insecurity 
ranked first with the patients as subjects 
which should be talked about more freely. 
Day dreams, feelings of aggression and feel- 
ings of hostility were next. Some subjects, 
such as marriage, intercourse, children, pol- 
itics, were considered by the patients as re- 
ceiving adequate attention. 

The opinions of the patients regarding 
group therapy varied according to individual 
experience. However, in listing the advan- 
tages of group therapy over ‘private treat- 
ment, there was unanimous agreement 
among the patients on one point. They said, 
in effect, in group therapy each patient 
knows the comfort of universal guilt. He 
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knows that the same inhibiting influences 
have pervaded others as well as himself. 
Some felt that the financial advantages of 
group over private sessions presented a defi- 
nite point in its favor. Others remarked 
that a group session is superior to the indi- 
vidual session in that it is easier to talk in 
a group where conversation is generally well 
stimulated. 

In discussing the inferiority of group ses- 
sions to private sessions, the reasons most 
frequently brought out were the inability to 
discuss intimate matters in the presence of 
other patients and the fact that progress 
sometimes seems rather slow in the group. 
Further, it was mentioned that there are in- 
stances when too little focus can be placed 
on One individual’s problems in the course 
of a group session. 

Most of the patients expressed the feeling, 
in varying degrees of emphasis, that private 
treatment should accompany group therapy. 
Some patients held that group sessions 
should merely be a supplement to individual 
treatment. The majority, however, felt that 
group therapy would be effective with a min- 
imum of individual interviews. 


These answers and opinions are, of course, 
representative of specific groups. Yet they 
reflect in general a positive patient-response 
to group psychotherapy. As has been indi- 
cated, this type of treatment for the emo- 
tionally ill is relatively new, and it is a field 
which has not been exhaustively explored 
and evaluated. Nevertheless, the known re- 
sults and positive benefits have already been 
established and tabulated. It is not a sub- 
stitute for the private session. It is, rather, 
a specific and efficient form of psychotherapy 
which is, in some respects, actually superior 
to the individual session, in that complete 
parent-sibling conflicts are more readily elic- 
ited. Moreover, it is a method which makes 
psychiatric aid available to a greater number 
of patients. It can assume its own place in 
private practice as well as in institutional 
psychiatry, with benefits accruing to patient 
and therapist alike. 
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An Approach to Executive Development 


(Five Years’ Experience With Analytically Oriented Groups of Executives) 


HENRY P. LAUGHLIN, M.D, 
Washington, D. C. 


PART ONE: THE BASIS FOR PSYCHIATRIC 
CONTRIBUTIONS TO EXECUTIVE DEVELOP- 
MENT. 


I. The Horizons of Psychiatry Widen. 

The horizons of interest in psychiatry con- 
tinue to widen. The knowledge and the 
skills of the psychiatrist find applicability 
today in many areas. In our discipline we 
now clearly recognize that the fundamentals 
of human emotion and behavior are univer- 
sally similar. The same defenses and men- 
tal mechanisms illustrated in those patients 
who come to us for psychiatric help may be 
also employed in the well adjusted, emotion- 
ally healthy person. Their use is a matter 
of degree and varying combination. Emo- 
tional health is truly a relative matter. 

The study of emotional processes and be- 
havior is the primary concern of psychiatry. 
Since these play a vital role in all fields of 
human endeavor it is not surprising that va- 
rious aspects of social relationships, educa- 
tion, business and industry may validly come 
into our field of interest. Recognition of the 
relativity of emotional health and maturity 
helps us remove any hypothetical barrier to 
working with well-adjusted and successful 
people. In following this avenue of thought 
it is only a short step to the hypothesis upon 
which our work with federal executives has 
developed. 


II. Developing an Hypothesis Concerning the 
Training and Development of Executives. 
The success of any organization depends 
directly upon the effectiveness of its people. 
In turn their effectiveness is largely depend- 
ent upon the presence of useful and construc- 
tive interpersonal relationships—relation- 
ships which will complement individual ef- 
forts. The greater impetus for the estab- 
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lishment and maintenance of relationships © 
which will promote the goals of an organiza- ; 
tion comes from its management. The pri- © 
mary concern of management in an organi- 
zation is basically with organizing the efforts © 
of its employees or members; with promot- | 
ing effective and constructive relationships. | 
Work must be complementary or suplemen- . 
tary. It must be in concert, and not at cross P 
purposes, in order for the organization to 
derive the most benefits and greatest pos- 
sible success from the contributions of its 
members. 


In any organization the executives are of © 
vital importance since: f 


1. Top management people set the tone and © 
pattern—“the climate” of the organiza- 
tion. 

2. They are largely responsible for the ini- © 
tiation and development of policy. 

3. The effectiveness of operations is a reflec- 
tion of their skills, judgment, and man- © 
agement ability. 


The value of an executive may be meas- 
ured in terms of his ability to foster con- 
structive interpersonal] relationships. This, 
in turn, is directly dependent upon his un- 
derstanding and skill in human relations. If 
this understanding and skill can be increased 
—if we can increase emotional understand- 
ing (insight) and the level of maturity of an 
executive, his effectiveness will increase pro- 
portionately and he will be of greater value 
to his organization. 


As noted earlier, the study of emotions 
and behavior is the primary concern of psy- 
chiatry. The primary concern of modern 
treatment (psychotherapy) is that of in- 
creasing insight with the resulting develop- 
ment of greater maturity. A logical con- 
clusion is an hypothesis that modified psy- 
chotherapeutic methods can play a role in 
the training of executives. 
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Our work in executive development has 
been intended to aid executives to increase 
their effectiveness in interpersonal situa- 
tions. This is approached by group meth- 
ods in which members undertake mutual 
study of their personal problems in human 
relations. This paper is an evaluation of 
five years’ experience based on these prem- 
ises with groups of executives in a federal 
department. Each group is constant as to 
membership, usually over a three-year pe- 
riod. Meetings are held regularly with a 
psychiatrist in joint endeavor to study and 
analyze the individual problems of members. 
The members understand upon joining that 
“they are invited and expected to bring their 
personal feelings and problems for group 
consideration and analysis.” Through in- 
creased self-understanding, a sounder basis 
is established for the understanding of oth- 
ers."° 


In this paper our criteria for membership 
and leadership are discussed. An account is 
given as to how the sessions work, with a 
few examples. An evaluation is attempted 
of the results of participation of approxi- 
mately fifty executives. The pros and cons 
of psychoanalytically oriented group work 
for training in human relations is considered. 
Our results indicate that this approach has 
a useful and significant role in future execu- 
tive development programs. This will be 
true in any organization in which manage- 
ment will undertake to solve the necessary 
and practical administrative details in initi- 
ating such a program. 


Ill. Objectivity, Maturity and Administra- 
tion. 

The level of maturity and the ability to be 
objective go hand in hand. Relative freedom 
from emotional bias is a good index of ma- 
turity. A desire to regard the decisions which 
we make as free of influence from our emo- 
tions is not surprising. Persons in adminis- 
trative positions are not exempt from pos- 
sible pride in this direction. 

Thus, we would like to regard administra- 
tive actions as free of emotional influence. 
Actually, such is not as frequent and perhaps 
not even as possible as we might like to 
think. Our emotions frequently influence 
administrative and professional decisions, 
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even though we might conceal this—often 
even from ourselves.’ There is implicit rec- 
ognition of this in the medical profession 
where, almost without exception, a physician 
will not undertake to treat a member of his 
own family. 

However, to the extent that the level of 
maturity can be favorably influenced, this 
ability is increased. It can then perhaps be- 
come possible to increase the effectiveness of 
an administrator, We know that the level 
of maturity can be raised by increasing the 
amount of self-understanding present. In 
the language of the psychiatrist this is in- 
sight. Increasing insight increases objec- 
tivity, promotes maturity, favorably influ- 
ences administrative ability.” 


IV. The Role of the Executive. 

An executive is an administrator whose 
function is to direct operations for his or- 
ganization in the most efficient manner he 
can secure. Generally, he has responsibili- 
ties for developing and carrying out policy. 
From one point of view his job might be 
described to be one of fostering the most 
favorable climate possible for most efficient 
utilization of available skills, maximum pro- 
duction, and development of potential human 
resources.'*'" This in turn can be trans- 
lated into terms of interpersonal relations. 
Thus, the ability of an executive to foster 
useful and effective interpersonal relation- 
ships is often an excellent measure of his 
value to an organization.'” 

The essence of an executive’s ability is his 
understanding of human relations. Methods 
which will increase his skill in these areas 
are vital to any program of executive train- 
ing and development. 

There has been increasing recognition (of- 
ten intuitive, often implicit) of this in fields 
of management improvement. As a result, 
various programs have been devised in an 
effort to improve management knowledge in 
the human relations field.* In an excellent 
survey of some of the results, Roethlisber- 
ger’ has pointed out many of the difficulties. 
He notes how meager the results have been 
with the usual techniques. These have in- 
cluded lectures, visual aids, conferences, 
charts, courses and books, etc. These are 
often highly effective in developing or in- 
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creasing mechanical and production skills. 
They are invaluable in many areas of educa- 
tion. However, they often fall far short of 
securing tangible or effective results in man- 
agement improvement programs. It is often 
possible to gain the outward acceptance of 
commonly accepted “good” principles of 
management by participants in these kinds 
of training programs. Executives will ver- 
bally accept the wisdom of such principles as 
(1) sharing responsibilities, (2) making de- 
cisions after an employee participating con- 
ference, (3) the replacement of the author- 
itarian approach by a more liberal and demo- 
cratic one, and many others. 


It has been apparent however that a dis- 
crepancy exists'* between principles that are 
accepted, professed, and even preached (!) 
and actual management behavior. Hall'’ has 
pointed out the presence of this “gap” in su- 
pervision, Recognition of these basic diffi- 
culties in securing real changes in attitudes 
have disillusioned those with faith in train- 
ing and have tended to discourage many a 
training officer working in the _ business 
world. It is true that attitudes change slowly 
and with difficulty. Training in human rela- 
tions requires a deeper and more basic—a 
more fundamental and long term approach 
than other kinds of training and education. 


It is not surprising that interest has de- 
veloped in possible contributions from psy- 
chiatry as awareness grows of the validity 
and practicality of psychiatric concepts. It 
follows that we are in a position to contrib- 
ute to the training of executives. Perhaps 
we can help with management improvement, 
executive development, and training, particu- 
larly in situations where the value of under- 
standing human relations is appreciated. 


PART TWO: SOME PRINCIPLES OF THE ANA- 
LYTICALLY ORIENTED GROUPS OF EXECU- 
TIVES FOR TRAINING IN HUMAN RELATIONS. 


I. Development. 

Beginning early in 1948 considerable study 
was devoted to the possible ways by which 
the knowledge and techniques of dynamic 
psychiatry could contribute to executive de- 
velopment. How might more effective train- 
ing of executives in human relations be ini- 
tiated? Methods of approach were sought 
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which would be on a deep enough level to 
really secure modifications of attitudes. Lim- 
its of available time of executives and of 
skilled consultants to administer an effective 
training program in human relations, were 
important considerations, These practical 
considerations had to be met. Ways were 
sought in which the training of executives 7 
in human relations might be approached on [ 
a deep enough level to secure at least some | 
attitude changes but which would still be © 
within the realm of practicability as to time, / 
cost and availability of skilled consultant | 
assistance. 

How could we develop a training program 
which would meet these objectives? Further, | 
what would be the best approach with emo- | 
tionally healthy, successful, effective execu- ~ 
tives? (Fora report on insecurity in federal 
employees, see **.) Only after considerable 
study was a group approach hypothesized 
as the most practical one in line with these 
problems. Our groups would be analytically | 
oriented and we would endeavor to make this | 
an educational process on as deep and signifi- — 
cant a level as possible. 

While all this can be stated in a few words, 
it does not at all convey the careful weigh- 
ing of approaches, anticipating possible dif- 
ficulties or complications, and in effect de- 
veloping many of the principles which ex- 
perience later proved essential. Actually, the 
work and effort in preliminary study and 
preparation (before the first seminar was 
formed) more than paid off in dividends of 
pitfalls anticipated or avoided. 

When we were finally ready to begin a pi- 
lot group, top level executives (in a major 
federal agency) were invited to volunteer as 
participants in our experimental program. 
Their prospective roles as group members 
were defined as clearly as possible. As with 
members of subsequent groups, the general 
aims and goals were stated and the purpose 
of the group work outlined. The responsi- 
bility for the results of the group being pro- 
ductive was to be jointly shared. Each pros- 
pective member was invited and expected to 
bring his own personal experiences and prob- 
lems to the seminar. Each member would 
undertake to reveal as much of his inner 
emotional and personal self as he found it 
possible. These “ground rules” indicated 
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what was expected as each individual’s con- 
tribution to the group. At the same time 
this level of participation made possible po- 
tential gains from the group through group 
study and analysis of the problems pre- 
sented. Self revelation was an obvious pre- 
requisite to the greatest gains which might 
accrue from participation. 

Il. Concerning Early Misgivings. 

This research project was not undertaken 
without considerable trepidation. <A failure 
or the development of serious (perhaps un- 
manageable) difficulties would at the least 
bring an abrupt end to the project and pos- 
sibly long delay similar approaches. More 
serious would be the unfortunate or injuri- 
ous organizational consequences. Further, 
there were the possible unfavorable effects of 
a failure upon attitudes of top management 
toward psychiatry in the federal agency hav- 
ing the responsibility for a great deal of de- 
velopment and research in psychiatry na- 
tionally. These factors are in addition to 
any personal effects of untoward results 
upon sponsors and leaders. 

That the presence of real danger of failure 
is not ephemeral, we know full well through 
the somewhat dramatic failure of several 
similar groups elsewhere, In this instance 
some of the basic precautions which we had 
outlined in an earlier paper'’ were not fol- 
lowed. 

Awareness of some of the dangers implicit 
to our research contributed to considerable 
soul searching in the early months. In view 
of all this, I would like to commend the cour- 
age, faith, and trust of administrative peo- 
ple in the agency who served as sponsors, in 
the light of what must have been their own 
awareness of some of the risks involved. 


III. Factors in the Selection of a Leader. 

At this point, I would like to make a few 
comments in regard to potential leaders for 
this kind of project. This is a very impor- 
tant consideration. The entire success or 
failure of a group is likely to depend upon 
this. 


Undertaking to organize an analytically 
oriented Seminar on Human Relations in an 
administrative setting is a very serious un- 
dertaking. As noted, there are dangers, often 
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dificult to anticipate. In fairness both to 
management and to the leader, as well as to 
the future of this approach in executive de- 
velopment, it is important to outline cer- 
tain strongly recommended qualifications for 
leadership of future seminars. These will 
not only enhance the chances for success but 
may be necessary to avoid failure and pos- 
sible harm. They are in addition to the rec- 
ommendation that prospective leaders care- 
fully study the project thus far; an en- 
deavor which can be of some real value. 

The leader should be a well qualified psy- 
chiatrist with considerable psychoanalytic 
training and experience. In addition, he 
should have had a reasonable amount of ex- 
perience with more strictly clinical therapeu- 
tic groups. (See also *' *' °°.) Prior expe- 
rience or background in administration in 
large organizations can be quite valuable. 
Knowledge of the organization, its structure 
and program can also help, although this is 
not regarded as essential. This information 
will be soon and thoroughly acquired while 
serving as leader of an active group. It is 
desirable to have the leader come from out- 
side the organization. This helps place him 
in a more objective (and more useful) posi- 
tion in relation to the group. Such a de- 
tached position lends to his neutrality. 

The selective process by which persons 
reach executive level favors the emergence of 
able and talented people. Their backgrounds 
are often quite varied, Many skills and dif- 
ferent types of professional training are rep- 
resented.'* Members of the Human Relations 
Seminars have included representatives of 
many learned fields; among them chemistry, 
economics, law, medicine, nursing, psychol- 
ogy, public administration, public health, so- 
cial sciences, and social work. Major reli- 
gious denominations and races have been 
represented. The leader must be willing and 
able to accept and to work with varying 
points of view coming from a high level of 
ability and intellectual endowment. He must 
‘be able to promote collaborative working to- 
gether when basic orientation may be in con- 
flict. Emotional bias in a potential leader 
can be a major handicap. 

Several years ago this group approach to 
executive development was presented to a 
management association.’* One discussant 
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enthusiastically suggested that the method 
could spread in “‘chain-letter” fashion. On 
the basis of his own seminar participation, 
each member could then organize a group! 
When this came under discussion at a sub- 
sequent seminar, the idea met with a note- 
worthy lack of enthusiasm. The seminar 
members, as skilled professionals in their 
own fields, have been with few exceptions 
the first to recognize the need for special 
training and qualification in a prospective 
leader. 


IV. Criteria for Prospective Members of a 
Human Relations Seminar. 


A. A List of Major Criteria: 


1. Interest and willingness—Participation must 
be entirely voluntary. (As regards joining a 
group and presentation of personal data.) 

2. Comparable administrative level of members. 

. Superior intelligence is preferable. 

4. Desire to learn—Persons must be willing to 
self-evaluate, to express feelings, and to dis- 
cuss personal relationships in candid fashion.* 

5. Known personal incompatibilities are best 
avoided. 

6. Ability and willingness (in so far as possible 
to anticipate) to accept continuity and du- 
ration. Also patience and persistence, since 
results are not rapid. 

7. Supervisor-surpervisee relationships are best 
avoided in same group. 

8. In general, good motivation; i.e., the desire 
to do a better job; to make the most of one’s 
abilities, the desire for better understanding 
of self and others.16 

9. One must accept certain limitations in that 
some potential members will be too defensive 
or too insecure to participate and others will 
be too rigid—“‘too set in their ways’”’ to change. 
Others will lack motivation, ability, willing- 
ness, or interest in changing.* At times de- 
fensiveness will result in scoffiing at the pro- 
gram or its participants or in attempted rid- 
icule. 


ies) 


B. Increased Dividends Result from People 
in Higher Echelons. 
Persons working at high administrative 
levels have been selected, at least initially, 
because favorable results with the people in 





*“One of the greatest tragedies in the life of an 
administrator is that he often feels that he has to 
play a role, to maintain a front, to assume a com- 
petence—and that he does not dare to break out of 
the artificial shell and let his staff members, his 
associates, or his public know what he is really like 
inside.’-—Katherine Lenroot, Chief, Children’s Bu- 
reau.17 
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top echelons will offer the most benefits to 
the organization. This is true since the ex- 


ecutives in an organization set the general F 
tone and pattern and have the greatest im- f 
pact in determining the “climate” which pre- 7 
vails.'*'’ In any organization it is easier 7 
for influence to spread “down”’ lines of au- 7 
Favorable | 


thority as opposed to upwards. 
changes in attitude are also more quickly 
and forcibly communicated from higher ad- 
ministrative levels to lower ones. 


C. The Orientation Has Been Towards the 
Relatively Secure and Emotionally Ma- 
ture Executive. 
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The seminar approach has not been de- | 


vised for or directed toward the emotionally 
disturbed administrator. In a basically ad- 


ministrative setting, the executives attracted — 
to the Human Relations Seminars and those | 


who are able to gain from participation in 
them are the more secure and competent." 
Thus, the approach of analytically oriented 
group work for management training in hu- 
man relations has worked out to be a method 
which results in helping good executives be- 
come better. While we recognize the limi- 
tations and selectivity of this, we have felt 
amply rewarded by our results. 

Four groups of executives have been 
formed and have continued active work over 
periods generally lasting between two and 
three years. Approximately fifty executives 
have thus far participated. 


D. The Relation to Individual Psychoanaly- 
Sis. 

With the increasing awareness of the pos- 
sible benefits which may ensue from charac- 
ter analysis, it would not be surprising to 
find occasional executives engaged in indi- 
vidual psychoanalytic work. 

On three or four occasions we have had 
participants who were either in individual 
psychoanalysis or who had completed a fair 
amount of personal analytic work. In three 
instances analyst and analysand believed the 
group work to be helpful and a useful ad- 
junct to individual psychoanalysis. In turn, 
it was my feeling that they have been more 
valuable members of their particular semi- 
nar. While we have not considered using this 
as a criterion for selection, our experience 





ARY 


; to 
ex- 


ral © 


re- 


sier 
au- 


ble a 


kly : 


ad- t 


ov 
Pl 
is») 


en 
er 
nd 
es 


ore a rate ria a cated GR, 
LAs UGH Sg Sore 


1954 


suggests that in some instances the inclu- 
sion of analysands is likely to be more an 
asset to all concerned than a basis for ex- 
clusion.'” 

There is not sufficient time to consider all 
the possible therapeutic implications in re- 
lation to individual analysis, Possible re- 
sistance factors must also be weighed. In 
general, participation in our analytically ori- 
ented groups is of course no substitute for 
possible individual psychoanalysis. In at 
least some instances of character analysis or 
advanced successful analysis undertaken for 
clear psychopathology, the group work can 
be mutually compatible and beneficial with 
individual analysis. 


PART THREE: THE HUMAN RELATIONS 
SEMINAR FOR EXECUTIVES: OPERATION, 
PROBLEMS AND EVALUATION. 


I. Comments Concerning Orientation. 


As indicated, the approach toward mutual 
study of personal emotional areas is psycho- 
analytically oriented. The leader takes a 
relatively passive role. There are no agenda. 
“Structuring” of the meetings is held to a 
minimum. The members of the groups share 
responsibility for making sessions produc- 
tive and useful. The relative success and 
value of a group is therefore directly de- 
pendent upon the willingness, interest and 
ability of its members to undertake presen- 
tation of significant personal data. 

There are, of course, no lectures or teach- 
ing. Principles or rules to govern behavior 
are not presented. Advice is not given. In- 
terpretations are made sparingly and only 
after considerable evidence is at hand. This 
is often in contrast to group members who, 
particularly early in the course of a seminar, 
are prone to offer reassurance, suggestions, 
and explanations somewhat freely. While the 
intent of these efforts is kindly, at times 
their superficiality may be resented. 

What the group learns is logical and ba- 
sically common sense. There is nothing mys- 
terious or miraculous but rather careful 
study and observation.'* An independent ob- 
server can better pick out “blind spots” and 
help a given individual gain appreciation and 
recognition of them. Actually, we regard 
our seminar approach in executive develop- 
ment as an educational process on a deeper 
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level. We undertake to study human rela- 
tions through self-study and constructive in- 
trospection. Other more definitely thera- 
peutic groups®***:** have utilized an analytic 
approach. Thus, the goal is increased un- 
derstanding of self and the development of 
a more realistic appreciation of one’s rela- 
tive relation to other people. To the degree 
that one achieves success in a seminar may 
come greater comfort, increased effective- 
ness and improved inter-personal relations. '* 
Tensions may be eased and anxieties les- 
sened. 

II. Early Signs That Things Go Well. 


Indications of progress in a group are ap- 
parent in a number of ways. As the early 
seminars continued, there was observable 
evidence of group cohesion which augured 
well for further productive results. After 
one to one and a half years benefits seemed 
a little more tangible to members. The fol- 
lowing spontaneous comments were among 
those made either during a session partially 
devoted to evaluation of their work thus far 
or in individual interviews: 


“IT have learned to understand more about the 
way I think and behave. This makes it possible to 
think and behave in a different and often better 
way.” 

“I’m more willing to look at myself and this 
makes me more thoughtful in making decisions.” 

“IT am now more willing to compromise.” 

“To me it has been tremendously stimulating. It 
has given me understanding I did not have before 

. certainly revealing in what the group can do 
for an individual. I think I have observed the 
growth of insight in some of the participants over 
the last eighteen months.” 

“I can spot differences in my relations with peo- 
ple. There has been a change.” 

On occasion a member would indicate a 
gain in some specific area: 

“T had no feeling of guilt about my vacation this 
year. Other years I have always felt a little guilty. 
I knew it was ridiculous, but I still felt that way. 
Having all this worked over by the group is re- 


sponsible.” 


“The group provides a mirror image. This has 


- been very useful and several members of our group 


have been changed for the better. Specifically, on 
beginning, one member struck me as belligerently 
aggressive with fixed and positive ideas. Now I 
feel he talks with the group on a friendly give and 
take basis...” 

Another member was able to give up an 
almost compulsive pattern of nearly daily 
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overtime work and found somewhat to his 
surprise that overall efficiency and produc- 
tion tended to increase 


As it became increasingly apparent that 
the seminar work was meaningful, highly so 
to some members, we began to feel more se- 
cure about it ourselves and earlier hesitan- 
cies and misgivings melted away to be re- 
placed by increased confidence in the original 
ideas and their potential usefulness." 


III. And Later... 

As our experience with the seminars de- 
veloped, it was encouraging to watch the in- 
creasing mutual faith, trust, and confidence 
which marked the progress of each group. 
As one member put it, after his group had 
finished their formal work tokether, “The re- 
sulting mutual respect and warmth we all 
felt for those in the group were results that 
alone would have made the experience worth- 
while.” 

As this group spirit grew, reluctances les- 
sened and incidents could be increasingly re- 
ported where the attached affect was pain- 
ful. As members came to feel themselves 
more and more part of a group, it became 
more possible to break down barriers of re- 
sistance. Groups gradually learn that, “we 
are not here to be comfortable” or ‘we can’t 
expect to deal with things in ourselves about 
which we are at ease.” ‘We get more out of 
this when we discuss the things that trouble 
us most—about which we are not com- 
fortable.”’ 

Seminars have been terminated usually by 
the close of the third year on an arbitrary 
basis. This has been the result partly of 
“diminishing returns” and because of admin- 
istrative necessity—the desire to make the 
experience available to more people. By the 
time a seminar was brought to a close it 
would be apparent that some of the members 
felt they had derived substantial benefits 
from statements such as the following: 


“For me the group was a very valuable experi- 
ence. After participating for a period of two and 
a half years, I found that there seemed to be a cu- 
mulative effect for me which resulted in some very 
significant changes during the last half year. All 
in all, I would say there has been substantial im- 
provement.” 

“IT personally feel I have received a lot of help 
and that this has been reflected in my work.” 
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“The group work has helped me substantially, 
I’ve been so pleased that I could get a great deal out 
of it and use it. For instance, I don’t believe [I 
could have had the staif meetings I’ve been holding 
weekly now for some time. I’ve been able to have 
my staff be spontaneous—to say more of what they 
think. I’m quite thrilled about this and feel I’ve 
come out of my group with a great deal.” 

“The practice of examining my own motivation 
has helped me to be more tolerant and accepting of 
the behavior of other persons who have work rela- 
tionships with me, whereas, formerly I might have 
been impatient, scornful, or authoritative in the 
same situation. 

“Many times I was able to see that self-interest 
had been more governing in my behavior than I 
first appreciated, and that perhaps I was not being 
as considerate as I could be of the self-interests of 
the other folks.’’!! 


IV. Some Problems Arise: 


I do not want to give the impression that 
progress develops smoothly or that problems 
are not present. Actually, progress is quite 
bumpy. In addition to some of the specific 
difficulties encountered which will be men- 
tioned, there are ups and downs both in the 
course of a seminar and in individual ses- 
sions. Some sessions seem much less valu- 
able than others and there may be periods 
where the work tends to slow down or speed 
up. 

A. One Problem Is, “The Lure of the Aca- 
demic”: 

Despite the general agreement and intent 
of a group to keep discussions within highly 
meaningful personal boundaries, and despite 
increasing ability in overcoming resistance 
in the discussion of emotionally painful data, 
there is a lure toward the academic and phil- 
osophical, It is easier and more comfortable 
to keep discussions in areas which are much 
less personal and which are often highly in- 
teresting. 


The leader can point this out or attempt 
to direct attention back to the personal. Too 
much effort can, however, result in helping 
defeat his object here by arousing resistance. 
The best discipline is that which actually ap- 
pears to come from the group itself as the 
group shares responsibility for making the 
time and work productive. 
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B. An Example of Another Kind of Diffi- 
culty: A Member Makes Some Assump- 
tions: 

Early in one group, a member was rather 
impressed with the frankness already pres- 
ent in group discussions, particularly with 
abilities of members to pass out, to accept, 
and to make use of criticism. He decided 
himself (and without prior group considera- 
tion) to face his chief with some highly crit- 
ical ideas. He assumed that his chief would 
show ready acceptance for this since: (1) 
the chief knew something (vaguely) about 
the group and presumably how it operated; 
and (2) the chief had a professional back- 
ground (early training in psychiatric social 
work) which the seminar member assumed 
insured a kindly and understanding re- 
sponse! 

This member’s assumption led to a rude 
awakening when he found his chief not at 
all immune to a barrage of criticism leveled 
in a somewhat hostile fashion! When he 
told them about this, the group did not give 
him the backing and reassurance which he 
sought and for which he hoped. However, 
instead they provided something much more 
valuable, in helping to point out to him in 
kindly fashion the naiveté of his assump- 
tions. 


C. Those Who Fall by the Wayside: 

As might be expected in this type of ap- 
proach, there are inevitably those who do 
not continue with the group. In forming 
groups, we attempt to make the nature and 
purpose of the work as clear as possible, but 
often it seems that sometimes the only real 
way for people to find out what it is all about 
is to actually become a participant. Since it 
is expected, of course, that an occasional 
member is lost due to transfer or by virtue 
of overseas assignment, we have learned to 
allow for some further attrition, 


There are usually one or two initial mem- 
bers of each group who gradually fade out 


in attendance, usually citing work interfer- - 


ences as reasons. The groups themselves 
have often believed that it is personal dis- 
comfort over what is expected in the group 
work which results in their leaving. 

Since the possibility exists of a protective 
need to place this upon extraneous factors, 
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verification is seldom possible. Recently, 
however, some two years after a similar 
gradual drifting away—explained at the 
time as due to conflicts with work—a former 
member (of brief duration) described how 
his own intense discomfort during the semi- 
nars had resulted in his giving the work up 
as unsuitable for him. 

More recently a member dropped out after 
irregular attendance over several months 
and ascribed reasons relating to a lack of 
depth of subject matter and the feeling that 
participation was a waste of time. The ma- 
jority, however, appear to set considerable 
value upon this membership and remain with 
their group during its course. 


V. Some Indirect Results of the Seminars: 

A. The increased mutual respect between 
members of a group which develops in the 
successful group has already been referred 
to. Feelings of closeness and warmth for 
their group and its members have been re- 
ported by many of the seminar members. 
This feeling carries over in turn (in dimin- 
ished degree) to members of other groups in 
the awareness of the other person having 
had a similar experience. 


B. Communication 

As the result of closer relationships be- 
tween executives in separate bureaus and 
divisions of the organization, communication 
has improved for seminar members with less 
formality present and new channels avail- 
able. It is inevitable that members of a sem- 
inar learn to know each other much more 
closely than might be available through 
other avenues. With almost no exception, 
the change in relationships is one of in- 
creased friendship. 

C. Appreciation of Psychiatry 

Another indirect corollary has been the 
opportunity for administrative people in pol- 
icy making levels to have constructive con- 
tacts with psychiatry. In some instances 
certain misapprehensions have been erased 
with mutual benefit both to the people con- 
cerned and to psychiatry. 

While difficult to measure, the development 
of favorable attitudes toward psychiatry and 
the increased appreciation of present and po- 
tential contributions of psychiatry can be 
useful in various circles. It can be particu- 


19 











larly important in a federal department hav- 
ing considerable responsibilities in areas of 
national health and welfare. 


D. Examples of Administrative Changes: 
1. An office benefits as an executive finds 


himself freer in delegating responsibility : 

One seminar had occasion in several sessions to 
study their feelings about assigning responsibilities. 
A member reported his routine practice of reviewing 
each item of correspondence. On a conscious level 
he explained this continuing absorption with detail 
on the basis of his subordinate’s (he assumed) un- 
willingness to have the responsibility. This served 
as “cover” for a personal security operation of some 
importance. The group posed some penetrating 
questions and comments that helped to clarify what 
was happening. 

When this executive later inquired of his sub- 
ordinates (preliminary to changing procedure) as 
to their actual feelings, they were able to indicate 
that they not only were willing and felt competent 
to undertake these duties, but actually felt it was 
a step long past due! 


As a result, the executive has been relieved of 
important but time-consuming detail work, now 
handled quite competently by others. This frees 
time and effort which can now more profitably be 
spent in more important areas of planning and pol- 
icy. In turn, the subordinates are pleased to have 
the added responsibility. They enjoy the implied 
confidence and actually this has served as an incen- 
tive with an overall gain in office relationships and 
morale. 


2. A Federal Bureau focuses attention on 


the importance of Human Relations: 
This may best be told in the words of the 
executive responsible: 


“The group meetings convinced us that we and 
our organization (a particular bureau) had neg- 
lected the field of human relations in our manage- 
ment programs. We acquired a greater awareness 
of the fact that conflicts of personalities in our 
Washington and field offices, and such factors as 
unproductiveness in some individuals and great pro- 
ductiveness in the case of others, are tremendously 
influenced by the relationship which these people 
have to their associates. This realization prompted 
us to begin a planned program to emphasize human 
relations. 


“Our organization almost every year has had a 
conference dealing with various aspects of the pro- 
gram, but never the human relations aspects. We 
were so convinced that we had neglected placing the 
proper emphasis on human relations, that the en- 
tire week of this year’s conference was devoted to 
this subject.’’11 
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VI. Evaluation of the Human Relations Sem- 
inars in the U.S. Government. 

It is our feeling that the best and most ac- 
curate evaluation of usefulness of the work 
in the Human Relations Seminars comes 
from the participants. Persons of high com- 
petence, professional training and substan- 
tial integrity, they are in a position to care- 
fully estimate the real worth of their work 
to them. Accordingly, comments in evalua- 
tion which members make are rated highly 
and considered carefully. We have currently 
under preparation a detailed questionnaire 
designed for anonymity in response as an ef- 
fort to eliminate any various subtile influ- 
ences on subjective evaluation when given 
directly. 


At times persons removed from the semi- 
nars and who are accustomed to value things 
statistically or must needs think strictly in 
terms of dollars and cents have urged evalu- 
ation which will be so measured. This rep- 
resents an exceedingly difficult and perhaps 
not too rewarding task. One cannot accu- 
rately measure increased levels of judgment, 
security, maturity and human values in dol- 
lars and cents, although many would agree 
that such things have great worth and may 
from certain standpoints be beyond price. 


While the judgments of participants are 
subjective, question of them may in turn 
question the honesty and integrity of some 
of the most able among us. It is hardly likely 
that persons of the level involved and under 
the constant demands and pressures of their 
responsibilities would be willing to invest the 
required time and effort over a three year 
period unless they found it profitable. 

At times comments are received about a 
participating member from outside of the 
seminar. The following example is such a 
comment offered spontaneously by a bureau 
chief about a colleague following the latter’s 
completion of several years’ work in a group: 

“T have known J. D. and worked with him closely 
for nearly 25 years. Over the last three years, since 
he entered the group, I have observed significant 
changes in him. Threse are real ones and include 
ways in which he goes about his work and how he 
operates. There are real changes in his attitudes 
also. I can only attribute these changes to his work 
and participation in the seminar.” 


At various times the seminars have spon- 
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taneously undertaken ‘evaluation sessions.” 
In these there are efforts made to review 
progress, to see where the group stands and 
to explore ways of speeding and expanding 
the self study process. Such meetings have 
seemed quite worthwhile, On occasion also, 
individual interviews have been held with 
each member of a seminar for purposes of 
evaluation. These have also appeared profit- 
able. 

In 1951, after completing nearly three 
years of work together, one seminar decided 
to write up a joint evaluation of their expe- 
rience. The resulting paper'' is refreshing 
in its non-technical approach. 


VII. Possible Future Use of the Seminar Ap- 
proach. 


Five years of development and research 
have gone into the development of the Hu- 
man Relations Seminar as an analytically 
oriented group approach in executive devel- 
opment. We feel that the experience has 
been useful and instructive to all concerned. 
It is our belief that when employed with 
adequate safeguards this approach can be 
an adjunct to existing training methods in 
industry, in education, and in government; 
offering a different direction of approach and 
on a somewhat deeper level. 

As noted earlier, success is dependent upon 
following certain rules. This, of course, lim- 
its the wide use or rapid spread of the sem- 
inar approach. It would seem better, how- 
ever, with all that can be at stake to have 
less work undertaken, with greater chances 
for success, 

Support from top levels of management in 
the organization where the seminar group 
approach is to be used is essential. Solving 
administrative problems and working out the 
necessary practical arrangements is by no 
means easy. I have found it highly useful 
and nearly a “must” for much of the admin- 
istrative work in organizing and continuing 
the seminars to be done by someone other 


than the psychiatrist. This is part of an at- - 


tempt to separate professional and admin- 
istrative functions, something which has 
proved useful in other areas of work in psy- 
chiatry. 

Since benefits accrue to both individual 
and organization, the support for seminars 
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could conceivably come from either direction. 
From the standpoint of nearly any progres- 
Sive organization, it is certainly to its benefit 
on a long range basis to have more effective 
executives. The organization would gain in 
accelerated value of, and in years of more 
effective service from the key people in- 
volved. This can be done for a group of 
eight or ten executives at roughly one half 
the salary per year of secretary. In turn, 
the executives included would be expected to 
provide their interest, effort, application and 
possibly time outside of regular hours. These 
conditions roughly approximate those in 
many management improvement or training 
programs. 

The Human Relations Seminars have gained 
increasing acceptance and some prestige 
in governmental circles. In general the at- 
titudes toward improvement of management 
in the U.S. Government have been favorable 
and progressive.** Some care must needs be 
exercised, however, to avoid publicizing of 
the work thus far because of the danger of 
greater demand than can be met. Upon for- 
mation of the last two groups, with little real 
public notice, there have been twice as many 
volunteers as could be accommodated. It has 
become a matter of some pride to be selected 
as a participant and, of course, more so to 
have completed a course of work with a 
group. By careful adherence to principles 
which have proven valid in our experience, 
this should continue to hold true, and further 
useful application of the Human Relations 
Seminar as evolved over the past five years 
should prove possible. 
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Studies in the Processes of Aging 


(Behavior Patterns in the Aged and Their Relationship to Adjustment) 


EWALD W. BUSSE, M.D., ROBERT H. BARNES, M.D., and ALBERT J. SILVERMAN, M.D. 
Durham, North Carolina 


The purpose of this report is to review the 
incidence of certain behavior patterns in a 
group of people over the age of 60 years and 
to indicate some of the determinants which 
have resulted in the development of such be- 
havior. 

The findings presented in this paper are a 
portion of the material derived from an ex- 
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tensive and continuing study of the function- 
ing of the psyche and the soma in elderly 
people. 

Current medical literature frequently talks 
about the necessity that the physician sees 
“the patient as a total person.” This is a val- 
uable concept, but when applying it to the 
investigation of a person, serious and nu- 
merous problems arise. These include the 
improbability of observing simultaneously 
the participation of the parts in the whole 
and even more basic is the difficulty of de- 
lineating a part. These, and other problems, 
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are inherent in any study of behavior pat- 
terns. The modern scientist, when studying 
mental functioning, is aware of the influence 
of the unconscious forces upon conscious 
thought and behavior. Conscious factors are 
relatively easily observed and recorded, pro- 
vided the person is cooperative and is ¢ca- 
pable of reporting accurately. However, it 
is the unconscious forces which are hidden 
from the subject, and to varying degrees 
from the investigator, which provide the ex- 
planation for behavior which appears un- 
profitable or inconsistent. The complexity 
of psychiatric investigation has been re- 
viewed by Dr. John Benjamin' and further 
discussion is not justified in this paper. 

Three areas were selected for this survey: 
marital adjustment, relationship to children 
and religion. These areas were selected be- 
cause they are frequently referred to, along 
with financial insecurity as sources of worry 
of persons interested in problems of elderly 
people. 

Method and Material 

As previously noted the subjects studied 
were 60 years of age or older. The lower 
limit of sixty years of age was arbitrarily 
established and no upper age limit was set. 
There are two series of subjects. The source 
of one series was primarily the out-patient 
department of the University of Colorado 
Medical Center. These subjects were volun- 
teers who were selected because they were 
considered by the clinic or hospital personnel 
to be making an adequate social adjustment 
and were free of any clinically observed dis- 
ease which directly involved the central ner- 
vous system. This series is referred to as 
the “Community Group” rather than a “Con- 
trol Group” because the source of the sub- 
jects suggests that they cannot be considered 
a true cross section of the normal population 
in this age group. 

The second series of elderly persons is re- 
ferred to as the “Hospitalized” or ‘Senile 
Group” and is composed entirely or patients 


admitted to the wards of the Colorado Psy- - 


chopathic Hospital. Their admission to the 
hospital was the result of the inability to ad- 
just in their environment. The degree of this 
inability was varied but the sensorium in 
each of the hospitalized subjects was clear 
enough to permit cooperation for the various 
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tests. This would mean that those hospital- 
ized persons were excluded who were too 
confused to cooperate and, in actuality, form 
a third series of severely psychotic elderly 
patients which will not be considered in this 
paper. 

Three parts of the complete examination 
were utilized as the basis for this report, 
they are: 1) the medical history, 2) the psy- 
chiatric examination, 3) the social history. 
The medical history and the psychiatric ex- 
amination were obtained directly from the 
subject by one of the authors. The social 
history usually was completed by a social 
worker utilizing the usual sources. The sta- 
tistical information presented is based upon 
a community series of 70 persons and a hos- 
pitalized series of 42 individuals. 

The community series of 70 persons are 
equally divided into 35 males and 35 females. 
This distribution is a chance phenomenon. 
The average age of this series was 70.9 
years. The average age of the men was 72.1 
years and was slightly older than the aver- 
age women’s age of 69.7 years, The varia- 
tion in age was from 60 to 101 years. 

The hospitalized series was composed of 
18 men and 24 women. The average age of 
this series was 77.4 years which is approxi- 
mately 7 years more than the average age 
of the community series. The changes which 
occur in such a space of time are evident but 
the differences in number of men and women 
in the two series also deserves attention. The 
smaller male position averaged 76.6 years 
and the age of the females was 78.13 years. 
The age extremes were 63 to 91 years. 

The economic backgrounds of both groups 
were similar. More than 70% were receiv- 
ing old age pensions or social security ben- 
efits. The subjects had an average educa- 
tion of eight years of formal schooling and 
the majority had worked during their pro- 
ductive years as semi-skilled workers or 
housewives. 

Religion 

Before examining the behavior patterns 
and some of the possible determinants in the 
area of religion, it is first necessary to re- 
view the religious allegiance of these people. 

The composition of the community group 
from a religious standpoint was as follows: 
48 (69%) voiced their religious preference 
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as Protestant; 13 (18.6%) were Catholic; 
1 (1.41%) was Jewish. Three persons dis- 
claimed any preference but had evolved a 
rather bizarre personal religion which in- 
cluded elements of mysticism and oriental 
philosophies. Five subjects rejected religion 
in its entirety. Of the hospitalized old peo- 
ple, 27 (64.3% ) were Protestant; 5 (11.9% ) 
were Catholic; one was a Christian Scientist; 
two persous’ religion could not be estab- 
lished, and one had a similar bizarre faith as 
previously mentioned. Seven (16.7% ) denied 
having any religion. 

It is often stated that many people in their 
declining years become more religious. It 
has been reported’ that this is not a consis- 
tent change, and interest in the church va- 
ries with the individual in later maturity as 
it does in other periods of life. Inquiries rel- 
ative to church attendance revealed that 25 
(36% ) are fairly regular church attenders. 
The majority of regular church attenders 
were active in church organizations. The 
amount of activity varied, occupying most 
of the lives of a few. These persons had for 
many years been active in clubs and there- 
fore no new pattern had been developed in 
old age. 

In attempting to more fully understand 
the religious behavior, the subjects were 
questioned as to their awareness of any 
change in their religious feelings; 7 (10%) 
stated their religious feelings had increased 
and 5 (7.1%) reported a decrease. Further 
investigation of the responses of the 58 per- 
sons who initially declared that they had not 
changed indicates that this is not actually 
true. Their self-evaluation as “good,” “re- 
ligious” or “christian” persons had not 
changed but more than half indicated a less 
strict adherence to religious dogmas and ex- 
pressed the belief that they were more tol- 
erant of minor deviations. 

In explaining why they did not go to 
church, various reasons and excuses were 
given. Some, perhaps, were justified in their 
claim that the church seemed to be more 
interested in younger people because they 
could contribute financially to the church. 
A few said, in essence, that they believed 
they lead a good life and resented the 
preacher repeatedly calling upon them to re- 
pent. One old gentleman said, “I don’t like 
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it anymore than being told to quit drinking 
liquor when I don’t drink.”’ Some would say, 
“T don’t know why—I just don’t seem to 
need it.” 

This type of remark was believed to point 
to the feeling in these subjects that when 
one goes to church he goes to reduce guilt. 
Since they are involved in little guilt pro- 
ducing behavior, the reassurance of church 
attendance is not necessary. The relative 
unimportance of guilt as a psychodynamic 
influence has been a rather frequent observa- 
tion and its extent and possible meanings 
will be pursued in a future paper provided it 
continues to be a noteworthy observation. 


The three persons in the community group 
who had developed rather unique personal 
religions were all individuals whose entire 
life adjustment had been precarious and all 
had many schizophrenic traits but had man- 
aged to maintain a facade and to continue 
to live in society. 

The religious feelings and interest in re- 
ligion in the hospitalized group was difficult 
to evaluate; 21 (50%) of the group never 
went to church. It is very probable that the 
organic brain illness suffered by these per- 
sons decreased their outside interests and 
also made them less welcome in church. 

Marital Status and Sexual Feelings 

An exploration of the marital status and 
the influence of sexual feelings and experi- 
ences proved to be of great interest. In the 
community group 30 (42.9% ) were married 
and living with their spouse; 4 (5.7%) were 
separated; 10 (14.0%) were divorced; 19 
(27.0% ) were widows or widowers and 7 
(10.0% ) were single. A number had been 
married more than once; the average of the 
series was 1.4 marriages per person. The 
highest number of marriages was 5, and the 
oldest age at which a member of the series 
was married was 79. This was her second 
marriage. 

Of the 70 in the community series, 21 
(28.6% ) were sexually active. Those sex- 
ually active were divided as to sex into 11 
males and 10 females. This sexual activity 
is considerably less than reported by Kinsey 
who indicated that 70% of males of 70 years 
of age were active sexually.* However, a 
larger number, 35 (50% ) had sexual desires 
but had not satisfactory outlet. The lack of 
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a suitable sexual outlet was of concern to 
these individuals and was readily discussed. 
Women whose husbands were impotent ex- 
pressed considerable anxiety, The presence 
of a possible sexual partner who was now 
incapable of participating in the sex act 
heightened the frustration. These women 
subjects wanted to know if something could 
be done for their husbands. 

As previously noted, seven of the commu- 
nity series were single, two women and five 
men. None had sexual urges and two of the 
males were basically homosexual, indicating 
a lifelong lack of attraction to the opposite 
sex. Homosexuality as a dominant feature 
was not recognized in the females but sexual 
conflict with poor heterosexual adjustments 
was not infrequent. 

An attempt was made to evaluate the pre- 
vious sexual adjustments and 24 (34.3%) 
were believed to have a poor adjustment as 
evidenced by such things as: Frigidity, im- 
potence, dyspareunia of long standing, life- 
long lack of sexual urges, inability to de- 
velop good positive feelings for members of 
the opposite sex, etc.; 20 (87%) of these 24 
persons had no sex interests. These findings 
suggest that a poor sexual adjustment in 
earlier life persists and is associated with 
the early disappearance of sex drives. 

The marital status of the hospitalized se- 
ries was effected by the older average age of 
the group;15 (36% ) were married;5 (12% ) 
were single; 3 (7%) were divorced. The 
hospitalized persons prior to this study had 
been much less active sexually, but infor- 
mation obtained from both the patient and 
other sources concerning sexual matters 
was not felt to be reliable and, therefore, not 
interpretable. 

Parent-Child Relationship 

The relationship of these elderly people 
to their children is important, as it plays a 
large role in their emotional status, The 
problem of inadequate housing is believed 
by some to be an important factor‘ in that 
houses are smaller and it is often impossible 
for the grandparent to remain with the chil- 
dren and “not get in the way of the younger 
generations.” Griffin in 1950 reported the 
living arrangements of persons on the old 
age assistance roles in Massachusetts. He 
found that 83.8% of 591 persons boarding 
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and rooming, lived with relatives. 58.7% 
(347) lived with married children and the 
majority (72%) of these lived with married 
daughters. Our studies are quite different in 
that only 21% of the community group and 
19.4% of the hospitalized group live with 
one of their children. However, about 18% 
in both series were living in their own homes 
which is permissible under the law govern- 
ing the conditions for receiving the old age 
pension in the state of Colorado. This ap- 
parent difference in housing conditions of 
low income elderly people in widely sepa- 
rated points in this country serves as a re- 
minder that the findings in this study may 
not be consistent with those which may be 
found in a different social situation and geo- 
graphic location. 

The relationship existing between our sub- 
jects and their living children was rated as 
poor, fair or good. If the relationship to sev- 
eral children was not consistent, the rating 
was usually given as fair. 

Nineteen community subjects had no liv- 
ing children, Of the 51 persons with living 
children, 24 (24.3%) have a good relation- 
ship with their offspring; 12 (17.1%) have 
a fair relationship and 12 (17.1%) have a 
poor relationship. A poor relationship im- 
plies, in most instances, little or no positive 
feelings and few, if any, contacts. There 
were three persons whose relationship to 
their children could not be satisfactorily de- 
termined. 

Interrelationship of Behavior Patterns 

We have reviewed three subdivisions of 
one aspect of the total person. By correlat- 
ing several of the previously mentioned find- 
ings, we found that those 12 persons who 
have a poor relationship with their children 
are: 1) Apt to have been poorly adjusted 
sexually; 7 (50%) having been so rated— 
this is almost double that found in the in- 
clusive series which was 34.3%. 2) In the 
matter of church attendance, 83% do not 
go to church; this is in contrast to the 36% 
of the entire group. This would be in accord 
with the belief that the greater degree of re- 
ligious adherence, the better the apparent 
adjustment.’ 3) The number of marriages is 
increased so that the average is 2.1 of those 
with a poor relationship as compared to 1.4 
for the entire community group. 
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There are those individuals who are in- 
clined to assume that problems of old people 
are determined solely by the realistic eco- 
nomic and social problems which accom- 
pany old age. This study indicates that this 
assumption is only a part of the picture and 
that behavior patterns, often of long stand- 
ing, frequently neurotically tinged, play a 
major role in the behavior and adjustment 
of the aged. 


Summary 

Two series of elderly persons were ex- 
amined extensively. One series was a com- 
munity group and the other a hospitalized 
group of old people. This report was limited 
to their behavior and the factors influencing 
their behavior in three areas: 1) religion, 
2) marriage and sex, 3) relationship to chil- 
dren. The evidence obtained indicates that re- 
ligious feelings do not increase in all elderly 
people, although there is a shift in religious 
feelings to a less strict adherence to religious 
dogmas. Sexual desires persisted in 50 per 
cent of the community series. Lack of a 
sexual outlet was an important source of 
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anxiety which was more apparent in elderly 
women than men. 

Many “normal” old people (17.1% ) do not 
get along with their children. A poor rela- 
tionship with their children suggests the ex- 
istence of personality problems and is fre. 
quently accompanied by a poor marital and 
sexual adjustment and a lack of religious 
adherence. 
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A Type of Post Partum Anxiety Reaction 


MURRAY DE ARMOND 
Indianapolis, Indiana 


The use of the term post partum psychia- 
tric reaction as a diagnostic category does 
nothing more than place these disturbances 
in a temporal relationship to the termina- 
tion of pregnancy. Such a grouping includes 
a wide range of clinical manifestations. 
There are frank psychoses and there are 
milder neuroses, All of these symptom com- 
plexes have been considered schizophrenic 
reactions by some and the post partum pe- 
riod a favorable time for the appearance of 
the pathological symptoms. Such a conclu- 
sion would seem far too casual in light of the 
broad base of causative factors to be sus- 
pected as well as the widely divergent clin- 
ical pictures. It is recognized that profound 
changes occur in the hormone balance during 
pregnancy and afterward but what effect 
this may have on nervous functions is yet 
to be determined. The inherent stability of 
the personality and its capacity to withstand 
the experience of pregnancy and delivery as 
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well as the problems of motherhood must be 
evaluated. There are also environmental 
stresses and the question of conflict in in- 
terpersonal relationships to be considered 


when an attempt is made to explain the psy- 2 


chiatric reactions of the post partum state. © 
If each case can be critically and impartially © 
studied a more orderly classification can he | 


made and a more specific therapeutic pro- 
gram applied. It is intended to discuss a 


type of anxiety reaction represented by care- © 


fully selected cases from the post partum 
disturbances. These cases were picked be- 
cause the presenting clinical pictures were 
practically identical. The course of the re- 
action was strikingly similar, none developed 


any psychotic symptoms and all recovered | 
in a relatively short period of time. In addi- © 
tion there were no tangible causative factors © 


from the physical, physiological, situationalll 
or personality standpoint. 
Anxiety was the predominant symptom. 
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The anxiety was related to the mother her- 
self. Cases which showed undue anxiety re- 
lated to the child were not thought fit for 
the dynamic formulation to be considered. 
It should be emphasized that only a selected 
type of anxiety reaction is being evaluated. 

Whereas anxiety was the predominant 
symptom, depression was also evident at 
times. However, the depression was of sec- 
ondary importance and seemed to be a re- 
sultant rather than a causative force and 
was never a problem in the therapeutic pro- 
gram. 

The onset of the anxiety was early, either 
appearing in the hospital or shortly after 
the patient went home. Sometimes there 
was sudden panic-like fear without precipi- 
tating cause. Sometimes there was gradual 
onset with a sense of uneasiness and appre- 
hension accompanied by a feeling of unreal- 
ity. There was usually some disturbance in 
the sleep pattern. There was neither any 
dissociation nor loss of contact with reality. 
There was never any loss of control although 
the patients suffered from a serious threat 
to their control. These reactions were se- 
verely incapacitating. 

These patients presented their complaints 
frankly and with intellectual insight. There 
were indications of the attempts to deny the 
existence of the symptoms on a reasonable 
basis. Comments such as, “it is so silly for 
me to feel this way” or “I ought to be able 
to throw these feelings off’ were frequently 
offered, At times it almost appeared that 
they were discussing another person, except 
that they could never detach the accompany- 
ing affect. The description would be given 
with an occasional apologetic smile but with 
the eyes filled with tears. 


As mentioned before the anxiety was re- 
lated to the patient herself and expressed as 
a lack of confidence in her ability. Thus the 
concern over the problems presented by the 
infant was not out of proportion so far as 
the infant was concerned. The concern was 
over the patient’s capability in meeting these 
problems. This resulted in a reluctance to 
be alone. These mothers felt incapable of 
carrying out the routine household duties as 
well as performing activities outside the 
home. As the efforts to surmount the con- 
flict failed, the incapacity was recognized 
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Fears 
of loss of mind were frequently expressed. 
The patients in this select group were 


and the anxiety became more acute. 


above average in intellectual status. The 
family histories were negative for indica- 
tions that might provide a basis for unstable 
reactions. The personal histories were free 
from such tendencies. Some of these women 
had established themselves in jobs where 
they showed initiative and independence be- 
fore marriage, Their marital state was free 
from conflict. The children were either plan- 
ned or wanted. These families would be con- 
sidered average or above in social and eco- 
nomic levels and no undue stress was indi- 
cated from these sources. 

All had prenatal care, were healthy, had 
normal pregnancies and uneventful delive- 
ries according to their obstetricians. Some 
of the anxiety reactions followed delivery of 
the first baby while in others it occurred 
after the second delivery, whereas the first 
post partum state had been entirely free 
from such disturbances. The sex of the child 
did not seem to be a relevant factor. 


The following case history is presented in 
detail to illustrate the symptoms and prob- 
lems of the entire series since it is typical for 
all except with minor variations: 


A 27 year old mother, a college graduate, met her 
husband while he was in service during World 
War II. She was a Red Cross worker at that time. 
After marriage they established their home in In- 
dianapolis where her husband was employed as a 
chemist. Their social and economic status is ade- 
quately secure. Their first child, a girl, age 3 was 
born after a normal pregnancy and delivery and the 
post partum state was normal. 

The second child was a boy. There was no anx- 
iety or emotional stress during the second preg- 
nancy and delivery. Shortly after the second deliv- 
ery, while still in the hospital, the patient became 
apprehensive and was tormented by fears of losing 
her mind. She was able to conceal her emotional 
stress until she returned home. Then she was un- 
able to be alone without extreme tension. She felt 
unsure of caring for the children. She was unable 
to drive her car. She could only go out with her 
husband. Even then the discomfort was so severe 
that she preferred to suffer with her symptoms at 
home. 

When she was referred for psychiatric evalua- 
tion she expressed a fear of insanity, a fear that 
she would lose control and become violent. Her 
sleep was generally unsatisfactory, being interrupted 
and disturbed by disquieting dreams. She expressed 
the feeling of depression and despair occasioned by 
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her husband’s absence from the city, and at the 
same time deplored her weakness and inability to 
rise above her dependency. 

Since there was no indication of a psychotic ten- 
dency, this was accepted as an anxiety reaction 
and a plan of treatment on an out-patient basis was 
instituted. It was apparent that she needed sup- 
port, encouragement and direction to alleviate the 
sense of failure, the guilt, and the tension which 
resulted from her ineffective attempts to pull herself 
together. Arrangements were made for frequent 
interviews which necessitated her visiting the office. 
A moderate amount of sedation was given on a 
regular schedule to reduce her physical tension and 
improve her sleep. She was encouraged to accept 
some curtailment of her activities and reduce the 
time that she would be home alone. 

During the office interviews she was allowed to 
express her feelings freely and put her problems 
into words. Reassurance was given generously at 
every appropriate opportunity, but the chief aim 
of the interviews was to give her a more objective 
appraisal of herself and correct the introspective 
distortion which had occurred. As the anxiety be- 
gan to subside during the course of the interviews 
other evidences of increased emotional reactions be- 
gan to come to her attention. She recognized and 
described new experiences in her desirable responses 
to her children, her husband, and her friends. There 
were flashes of happiness which she had never ex- 
perienced before. Her emotional reactions were 
quite volatile and mixed and this confused her all 
the more. She began to realize that the ease with 
which her emotional responses could be aroused and 
the new intensity as well as the fluctuation con- 
stituted a threat to her sense of control. That her 
emotional pattern was undergoing a reorganization 
is supported by this volunteered description of her 
reaction. She expressed with some concern, ‘‘I seem 
to feel different toward Barby (her daughter). It 
used to be when she hurt herself I felt as if the 
hurt had happened to me and I felt the pain myself. 
Now I don’t. Of course, I’m concerned if she is 
hurt, I’m sorry for her and I take care of her just 
the same but I feel different. I wonder if I don’t 
love my daughter as much as I used to.” 

This is only one example out of many which in- 
dicates the individual’s difficulty in identifying her- 
self and relating herself to her environmental situa- 
tions. Such opportunities were used to give her a 
clearer definition of the picture of herself in her 
role as a mother. She was encouraged to accept 
the new thrill of fondling her baby and given some 
explanation of an accompanying anxiety to help her 
cope with it should it arise. She was also encour- 
aged to extend her emotional participation in the 
activities which tempted her to experience new 
heights of happiness. Under this relatively simple 
therapeutic program the troublesome symptoms be- 
gan to subside. She became more comfortable and 
confident. It also seemed apparent that she stab- 
ilized herself in a new plane of functioning which 
was effective and gratifying. This was accom- 
plished in a few months. 
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The other case histories might be fitted 
into this protocol with a few minor changes, 
They were all managed in the same way. All 
were able to restabilize themselves in a pe- 
ricd varying from a few weeks to three 
months. 

These post partum conditions can be eval- 
uated promptly and differentiated from the 
more malignant reactions. Treatment is rel- 
atively simple, can be pursued confidently, 
and the outcome is gratifying. 

This type of anxiety reaction is reported 
for the purpose of discussing the role of the 
body image in the production of unstable 
emotional states. Since the concept of body 
image can be nebulous an attempt will he 
made to bring it into more tangible form. 
Body image has very little relationship to 
that reflection of the body we see in a mir- 
ror but rather embraces what we feel our- 
selves to be. It is more of an emotional at- 
titude making its existence evident by its in- 
fluence on the behavior paitern. It may be 
integrated into the intellectual functioning 
in a harmonious union or its divergence may 
create a state of conflict, confusion and a 
sense of unreality. 


The body image in a transitional entity | 
and its form is molded by the experiences | 


of the individual personality. It may become 


arrested at any stage in its development and F 


remain unchanged by subsequent experi- q 
It also seems to undergo phases of | 


ences. 
disorganization and reorganization. 

With this definition some illustrations may 
further clarify the concept. The behavior of 
children shows the presence of a very fluid 
body image subject to the influence of fan- 


tasy. The body who gallops along on his © 
broomstick shooting Indians from their po- | 


nies with his deadly aim feels himself to be © 
the heroic cowboy as pictured by the glam- | 


orous tales of the Wild West. Or on another © 
occasion, bedecked with fantastic trappings © 
and a flowing robe he becomes the space © 


man. Of course these are fantasy experi- 


ences and leave no lasting residuals, but we © 


can all recall some of our childhood experi- © 


ences and appreciate the creation of a tem- a 
porary concept of what we felt ourselves | 


to be. 
The temporary fantasy concepts leave no 
lasting impressions on the body image be- 
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cause they are not related to reality situa- 
tions. The experiences and concepts which 
are properly related to reality contribute to 
the enduring body image. 

To illustrate the relation of the body im- 
age to behavior it may be said that we walk 
with one body image but drive a car with 
an altered image to fit the situation. The 
experienced driver operates a car with a 
great deal of feel. It is as if the body image 
incorporates the car. The driver’s being then 
extends from bumper to bumper and fender 
to fender, When the pilot flies a plane by 
his feel in the seat we are saying that he 
feels the plane as a part of him or that his 
body image extends from wing tip to wing 
tip and nose to tail enabling him to set the 
wheels on the ground as if they were his 
own feet. 

Pregnancy is a normal process accompa- 
nied by drastic physical changes and pro- 
found emotional experiences. It is a process 
which develops gradually over a period of 
nine months and is terminated abruptly at 
delivery. This affords a unique opportunity 
to speculate on the changes in the body im- 
age and the influence of these changes in the 
production of post partum symptoms. Cer- 
tainly the woman must incorporate the in- 
fant in her body image during the nine 
months when it is a part of her body—part 


| of her being. The emotional qualities of her 


state of being are more important than her 
intellectual concept. That the emotional con- 
cept may be disorganized at delivery is based 
on the separation of the child from her body 
and supported by the feelings of unreality in 
which she cannot identify herself. It is this 
disorganization and lack of identification 


_ which appears to produce anxiety. 


: sonality becomes stabilized. 
_ that the patient is then able to identify her- 
- self in her new role of motherhood and her 


The presenting symptom of anxiety sub- 
sides as reorganization occurs and the per- 
It is proposed 


body image conforms to this new reality sit- 
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uation which has already been accepted on 
an intellectual basis. 


Since Schilder and others introduced the 
concept of body image in organic brain dis- 
ease it seems feasible to accept it in the in- 
terpretation of certain functional disorders. 
Pregnancy seems to be a particularly ap- 
propriate event to study the mother’s expe- 
rience in terms of body image. It is con- 
ceivable that the experience may bring 
about, first very little change in the body 
image; second, a partial change, and third 
an adequate reorganization, Which of these 
conditions prevails appears to have a defi- 
nite influence on the behavior pattern of the 
mother. In the first instance the mother 
acts much as if she never had the baby in 
that her attitude indicates she cannot iden- 
tify herself as a mother to the child. It 
might be said that the infant was never in- 
corporated in her body image. 


In the second there is an identification of 
herself to the child as if it were still a part 
of her being. Here the infant is incorporated 
in the body image and remains so even after 
delivery. 


The third instance represents a mature 
state of motherhood where she accepts the 
child as a part of her which has been eman- 
cipated and this highly emotional relation- 
ship is both comforting and satisfying. This 
is the desirable sequence of events in which 
the body image first incorporates the infant 
but at delivery reorganizes with a separation 
of the child’s personality from the body im- 
age. The reorganization may occur without 
symptoms but sometimes it may produce 
anxiety. 

In summary, a particular type of anxiety 
reaction in the post partum state is pre- 
sented and discussed in terms of alterations 
of the body image. This formulation ap- 
pears to afford a deeper insight into the dy- 
namic mechanisms and to provide greater 
confidence in management of the symptoms. 





29 















Tis report deals with a modification of 
the onventional Meduna technique in carbon 
diou.de therapy. Many patients to whom I 
administered 20 to 30 carbon dioxide treat- 

ents by the established method made no 
progress. I then began using the “fractional” 
method without producing coma. This con- 
sists of giving six respirations of carbon di- 
oxide followed by an interval of 30 to 60 sec- 
onds during which the mask is removed. The 
procedure is repeated four or five times for 
a total of 30 to 36 inhalations. Considerable 
improvement resulted after four to six treat- 
ments in a group of patients who did not re- 
spond to the conventional technique. 

One female patient with an anxiety neuro- 
sis evidenced by attacks of panic with tachy- 
cardia, palpitations, etc. improved. The at- 
tacks now are infrequent and of short dura- 
tion. A second patient, a married woman, 
with ruminative obsessions, anxiety and de- 
pression showed improvement in regard to 
the ruminations, Another married woman 
with a character neurosis also improved. She 
became more relaxed with each treatment. 

A group of patients with rigid personal- 
ities who did not appear to make any prog- 
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ress with psychotherapy became more amen- 
able to that therapy after about 15 carbon 
dioxide treatments. The personality became 
less rigid and was able to tolerate materia] 
which was previously unacceptable. These 
patients report that they are able to think 
more clearly about their problems; they be- 
came more spontaneous in their interper- 
sonal relationships and less irritable. 

I have also found that the carbon dioxide 
treatment need not be too deep since this 
depth only results in an emotional reaction 
greater than necessary, producing anxiety 
dreams or depressions and inhibits clinical 
improvement. I am able to achieve better 
results with minimal sub-comas without the 
use of prior nitrous oxide anaesthesia. More- 
over, I do not believe that the carbon dioxide 
abreactive dream is essential to expedite im- 
provement with the sub-coma “fractional” 
method of administration. 

There are some cases in which carbon di- 
oxide therapy is contraindicated since even 
a few inhalations increased the anxiety. If 
the clinical picture is that of a deep reactive 
depressive or an immature personality type, 
carbon dioxide therapy should be avoided. 
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University Hospital 


Postgraduate Course in Clinical Neurology 
UNIVERSITY OF MICHIGAN MEDICAL SCHOOL 
DEPARTMENT OF POSTGRADUATE MEDICINE 

Ann Arbor, Michigan 
March 8, 9 and 10, 1954 


This course is designed to re-orient the practicing physician in regard to the nervous 
system and the disease processes affecting it. 
and the procedure of the neurologic examination will be reviewed, with special emphasis 
on some of the newer diagnostic techniques as well as on ancillary methods of investi- 
The close relationship between systemic disease and nervous sys- 
tem involvement or complications will be stressed, and many of the neurologic mani- 
festations more commonly encountered in the general practice of medicine will be 
discussed individually. Diagnostic procedures, differential diagnosis and the newer 
modes of therapeutic approach will be presented. The course will be augmented by 
clinical presentations, motion picture demonstrations, and a review of the essential lab- 


Detailed program may be obtained from 
Howard H. Cummings, M.D., Chairman 
Department of Postgraduate Medicine 












The importance of the neurologic history 
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